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Position of the American Dietetic Association:
Promoting and Supporting Breastfeeding

ABSTRACT

It is the position of the American Di-
etetic Association (ADA) that exclu-
sive breastfeeding provides optimal
nutrition and health protection for
the first 6 months of life, and breast-
feeding with complementary foods for
at least 12 months is the ideal feeding
pattern for infants. Breastfeeding is
also a public health strategy for im-
proving infant and child health sur-
vival, improving maternal morbidity,
controlling health care costs, and con-
serving natural resources. ADA em-
phasizes the essential role of dietetics
professionals in promoting and sup-
porting breastfeeding by providing
up-to-date, practical information to
pregnant and postpartum women, in-
volving family and friends in breast-
feeding education and counseling, re-
moving institutional barriers to
breastfeeding, collaborating with
community organizations and others
who promote and support breastfeed-
ing, and advocating for policies that
position breastfeeding as the norm for
infant feeding. ADA also emphasizes
its own role by providing up-to-date
information to the public, encourag-
ing empirical research, providing
continuing education opportunities,
providing cultural sensitivity and cul-
tural competence training to dietetics
professionals, and encouraging uni-
versities to review and update un-
dergraduate and graduate training
programs.

J Am Diet Assoc. 2005;105:810-818.

POSITION STATEMENT

It is the position of the American Die-
tetic Association (ADA) that exclusive
breastfeeding provides optimal nutri-
tion and health protection for the first
6 months of life, and breastfeeding
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with complementary foods for at least
12 months is the ideal feeding pattern
for infants. Breastfeeding is also a
public health strategy for improving
infant and child health survival, im-
proving maternal morbidity, control-
ling health care costs, and conserving
natural resources.

reastfeeding, or lactation, is the

ideal method of feeding and nur-

turing infants. The Bellagio
Child Survival Study Group identi-
fied breastfeeding in the first year as
one of the most important strategies
for improving child survival (1-3).
Health professionals in the United
States recommend that infants be ex-
clusively breastfed for the first 6
months of life, and then be breastfed
with complementary foods for at least
the first year (4-8). Internationally,
the World Health Organization rec-
ommends that breastfeeding be con-
tinued up to 2 years of age or beyond,
with appropriate supplementation of
solid foods (9,10). Breastfeeding in-
volves primary, and to a lesser extent,
secondary prevention of acute and
chronic diseases. Achieving the
Healthy People 2010 objectives (4) for
breastfeeding could lead to a signifi-
cant decrease in pediatric health care
costs in the United States (11). The
benefits of breastfeeding are well rec-
ognized and include decreased infant
and child morbidity and mortality,
protection against common childhood
infections, and decreased risk of cer-
tain acute and chronic diseases.
There are also extensive health bene-
fits for mothers who breastfeed (4,10).

BREASTFEEDING TRENDS IN THE UNITED
STATES

Breastfeeding rates in the United
States are lower than in most nations.
Globally, about 79% of infants are
breastfed for 12 months, compared
with 17% to 20% in the United States
(10,12,13). In colonial America, al-
most all infants were breastfed. By

the 1880s, mothers began to supple-
ment breastfeeding with raw cow’s
milk (some starting soon after giving
birth) and to wean their infants be-
fore they were 3 months old. Infants
fed raw cow's milk died at much
higher rates than breastfed infants
until the 1920s, when pasteurization
made cow’s milk safer and readily
available for infant feeding. Over the
next 50 years, breastfeeding rates de-
clined sharply because of the wide-
spread belief that pasteurized cow’s
milk eliminated the differences be-
tween human and cow’s milk feeding
(14). The decline continued when
other milk substitutes (evaporated
cow’s milk and infant formula) be-
came widely available. These were
promoted as being more convenient
for the mothers and being more nutri-
tious than human milk. Breastfeed-
ing rates reached an all-time low in
the United States in 1971, with only
24% of mothers initiating breastfeed-
ing (15).

As a resuit, the US Department of
Health and Human Services (HHS)
set goals for breastfeeding initiation
and duration rates in the late 1970s.
The United States has since seen a
steady increase in breastfeeding rates
(4). Breastfeeding initiation rates in-
creased from a low of about 24% in
the early 1970s to a high of 61.9% in
1982 (15,16). After a decline in
breastfeeding rates through 1990,
breastfeeding initiation rates have in-
creased yearly, exceeding 70% in
2002 (12,13) (Figure 1). Breastfeeding
rates are expected to continue in-
creasing as a result of several na-
tional efforts, including the HHS
Blueprint for Action on Breastfeeding
(5), the US Department of Agriculture
(USDAYSpecial Supplemental Nutri-
tion Program for Women, Infants,
and Children (WIC) Loving Support
Makes Breastfeeding Work campaign
(17), the HHS Breastfeeding Aware-
ness Campaign (18), and the US
Breastfeeding Committee’s strategic

© 2005 by the American Dietetic Association
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Figure 1. US breastfeeding rates (1990 to 2002). 1990 to 2000 data from reference (12). 2002

data from reference (13). ®NA=not avallable.

plan for breastfeeding (19). The US
Breastfeeding Committee’s strategic
plan is endorsed by HHS and more
than 20 other professional and public
health organizations.

According to National Immuniza-
tion Survey data, 14 states have
achieved the national Healthy People
2010 objective for 75% of mothers ini-
tiating breastfeeding (Figure 2), and
the national goal seems to be within
reach (13). Breastfeeding initiation
rates continue to be highest among
women who are white, college edu-
cated, older than 30 years, employed
part-time, not enrolled in WIC, and
living in the Mountain or Pacific re-
gions (12,13). Although all demo-
graphic groups reported increases in
breastfeeding initiation since 1990,
the largest increases occurred among
mothers who have historically been
less likely to breastfeed—women who
are black, Hispanic, less educated,
employed full-time, less than 24 years
old, living in the South Atlantic re-
gion, participating in WIC, and with
low-birth-weight infants (12).

Considerable work remains to
achieve the two Healthy People 2010
goals for breastfeeding duration—
50% of infants breastfeeding at 6
months of age and 25% breastfeeding
at 12 months of age (4). Six states
have achieved the objective for
breastfeeding duration at 6 months of
age (see Figure 2). However, nation-
ally only 33.2% to 36% of all infants
are breastfeeding at 6 months of age

(12,13). The largest increases in
breastfeeding duration rates have oc-
curred among New England resi-
dents, Hispanic mothers, and non-
WIC participants (12). Eight states
have achieved the objective for
breastfeeding duration at 12 months
of age (see Figure 2). Nationally, only
17% to 20% of all infants are breast-
feeding at their first birthday (12,13).
Worldwide, 79% of infants are still
breastfeeding at 12 months of age
(10).

US breastfeeding initiation rates
are much higher than breastfeeding
exclusivity rates. Despite the limited
data about breastfeeding exclusivity
and the variety of definitions of exclu-
sivity used across studies, the avail-
able data provide important insight.
Exclusive breastfeeding in hospitals
has remained steady over the last 4
years, but significant differences exist
by demographic segments. For exam-
ple, mothers with a college education
are more likely to have exclusively
breastfed their infants than mothers
without a college education. Non-WIC
mothers exclusively breastfed their
infants at higher rates than WIC
mothers, and white mothers exclu-
sively breastfed at a rate nearly dou-
ble that of black mothers. At 6
months of age, similar gaps existed
for these same demographic segments
(12,13).

The primary source of breastfeed-
ing data in the United States since
1955 has been proprietary data col-
lected by Ross Products Division of

Abbott Laboratories. The Ross Moth-
ers Survey (12) collects data through
an ongoing mail survey periodically
sent to a nationally representative
sample of new mothers. The data
have been relied on to monitor breast-
feeding rates by state, by geographic
region, and nationally. Another data
source for monitoring breastfeeding
trends was instituted in 2003 by the
Centers for Disease Control and Pre-
vention and the National Center for
Health Statistics (13). Breastfeeding
questions were incorporated into
the National Immunization Survey,
which uses random-digit dialing to
survey households with children ages
19 to 35 months. Breastfeeding initi-
ation, duration, and exclusivity of
breastfeeding rates are reported for
the overall population, states, and se-
lected geographic areas within states.
Trend data from the latter survey will
be critical for monitoring breastfeed-
ing rates in the future.

HEALTH BENEFITS TO INFANTS

According to the American Academy
of Pediatrics, the breastfed infant is
the reference against which all alter-
native feeding methods must be mea-
sured with regard to growth, health,
development, and other outcomes (6).
Human milk has many beneficial ef-
fects on the health of infants (includ-
ing premature and low-birth-weight
infants) and young children. These
benefits are magnified with exclusive
breastfeeding and breastfeeding be-
yond 6 months of age (3,10).

Human milk is uniquely superior to
all other milk substitutes and is spe-
cifically tailored to meet the nutri-
tional needs of the human infant. It
has the appropriate balance of nutri-
ents provided in easily digestible and
bioavailable forms (4,10,20). The milk
changes its composition, from co-
lostrum for the newborn to mature
milk for the older infant, to meet the
nutrient needs of the growing infant.
It provides generous amounts of car-
bohydrates, essential fatty acids, sat-
urated fatty acids, medium-chain
triglycerides, long-chain polyunsatu-
rated fatty acids, and cholesterol. The
relatively low protein content pre-
sents a relatively modest nitrogen
load to the immature kidney. The pro-
tein is largely a-lactalbumin, a whey
protein that forms a soft, easily di-
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Figure 2. States achieving national Healthy People 2010 breastfeeding objectives. Source: Centers for Disease Control and Prevention. 2003

National Immunization Survey.

Benefits for infant Benefits for mother

® Provides optimal nutrition for infant o Promotes faster shrinking of the uterus

® Guarantees safe, fresh milk ® Reduces postpartum bleeding

o Enhances immune system ® Decreases risk of breast and ovarian cancer

® Protects against infectious and non-infectious diseases ® Delays resumption of the menstrual cycle

® Protects against allergies and intolerances ® [mproves bone density

® Decreases risk of diarthea and respiratory infections ¢ Decreases risk for hip fracture

® Promotes correct development of jaws, teeth, and speech patterns ¢ Improves glucose profile in gestational diabetics
® Decreases risk of childhood obesity e Strengthens bond with the infant

® Increases cognitive function & Enhances self-esteem in the matemal role

® Reduces risk for heart disease ¢ Eliminates the need for preparing and mixing formula
® [ncreases bonding with mother ® Saves money not spent on formula

Figure 2. Benefits of breastfeeding.

gestible curd. Human milk has a rel-
atively low sodium content, allowing
the fluid requirements of the exclu-
sively breastfed infant to be met
while keeping the renal solute load
low. Minerals in breast milk are
largely protein bound and balanced to
enhance bioavailability. The 2:1 calcium-
to-phosphorus ratio is ideal for the
absorption of calcium, phosphorus,
and magnesium. The limited amount
of iron and zinc is highly absorbable
(21). Given the nutrient content of hu-
man milk and decreased exposure to
sunlight, a vitamin D supplement is
recommended for all breastfed in-
fants until they consume at least 500
mL per day of vitamin D-fortified in-
fant formula (or milk for infants after
their first birthday) (22). Breastfed
infants who are 6 months and older
may need a fluoride supplement if the
total amount of fluoride from the local

812  May 2005 Volume 105 Number 5

water supply or other sources avail-
able to the infant is inadequate (23).

Breastfeeding, especially exclu-
sive breastfeeding, during the first 6
months of life is an important factor
in reducing infant and childhood
morbidity and mortality (9). Breast-
feeding decreases the risk for a large
number of acute and chronic dis-
eases (Figure 3). Breastfeeding de-
creases the incidence and severity of
diarrhea and gastrointestinal ill-
nesses (24,25), lower respiratory in-
fection (26), otitis media (24,25,27),
bacterial meningitis (28,29), necro-
tizing enterocolitis (30), malocclu-
sions or misalignment of teeth (31),
allergic diseases (30), childhood
asthma (32), childhood leukemia
(33), childhood obesity (34), and
Sudden Infant Death Syndrome
(SIDS) (35). Evidence continues to
accumulate confirming the benefits

of breastfeeding in reducing the risk
for cardiovascular diseases and type
1 diabetes (36). Breastfeeding also
has been linked with enhancement
of cognitive development, with some
studies showing evidence that these
cognitive developmental benefits in-
creased with the duration of breast-
feeding (37) and extended through
the school-age years (38,39).

Studies relating to the benefits of
breastfeeding have been criticized
for methodological and analytical
flaws including lack of control for
confounding factors, poorly designed
tools, varying definition of breast-
feeding, and researcher bias (11,40).
However, professional health orga-
nizations stand behind their recom-
mendations for promoting breast-
feeding as the optimal food for
human infants.
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HEALTH BENEFITS TO WOMEN, FAMILY,
AND SOCIETY

Matemal Benefits

Women choose to breastfeed for many
reasons. Although women may be
aware of the health benefits to in-
fants, they may not be fully aware of
the wide range of health benefits for
themselves (see Figure 3). The degree
to which some of these health benefits
may be realized depends on breast-
feeding duration, frequency, exclusiv-
ity, and other personal factors (41).
Breastfeeding increases oxytocin lev-
els, resulting in less postpartum
bleeding and greater uterine involu-
tion (shrinking) (42). Lactation amen-
orrhea (delayed menstrual cycle)
causes less menstrual blood loss,
which conserves iron stores (42).
Other benefits of breastfeeding in-
. clude a decreased risk for postmeno-
pausal hip fractures (43), bone remi-
neralization to levels exceeding those
present before pregnancy (44), an im-
proved glucose profile for those with
gestational diabetes (45), a decreased
risk of type 2 diabetes (41), a de-
creased risk for ovarian cancer (46), a
decreased risk for premenopausal
breast cancer (47), and increased
weight loss and fat loss (48-50).

The studies on breastfeeding and
weight loss have produced mixed
findings. In the short term, breast-
feeding women experience greater
weight and fat loss than nonbreast-
feeding women (48,49). Women who
breastfeed for more than 6 months
and those who do so exclusively are
more likely to achieve maximum
weight loss. However, the weight dif-
ference may not be sustained past 18
months (50). It should be noted that
weight loss and body composition
changes are highly variable among
postpartum women (50,51). In addi-
tion, prepregnancy weight and total
pregnancy weight greatly impact
postpartum weight loss (50).

Economic Benefits

Breastfeeding provides significant eco-
nomic benefits to the family and soci-
ety. Breastfeeding allows the family to
save the money that otherwise would
be spent on infant formula, other milk
substitutes, and feeding equipment. It
also improves household food security
and saves the family’s disposable in-
come for food for older children and
adults. Families that do not breastfeed

spend close to $700 for standard formu-
las in the first year. Other direct family
savings include the defrayed or re-
duced health care-related expenses.
(11,52,53). Indirect costs to the family
include time and income lost from work
to take care of a sick child (11).

There also would be economic ben-
efits to the nation if more women
would breastfeed. The USDA esti-
mates that at least $3.6 billion could
be saved in health care costs if breast-
feeding rates were increased from
current levels to those recommended
by the US Surgeon General. The sav-
ings could be much higher because
this figure only represents cost sav-
ings from the treatment of three
childhood illnesses (otitis media, gas-
troenteritis, and necrotizing enteroco-
litis) (11). It is also estimated that $30
million would be saved if all of the
women in WIC breastfed for 1 month.
An additional $48 million could be
saved if 75% of the mothers in WIC
breastfed for 3 months (11,52,53). In
addition to the savings in direct med-
ical costs, data are emerging that doc-
ument the economic benefits of
breastfeeding support to employers,
including lower maternal absentee-
ism attributable to infant illness, in-
creased employee loyalty, improved
productivity, and enhanced public im-
age (11,54). Breastfeeding is a cost-
effective and socially beneficial health
practice that should be encouraged
and supported.

Environmental Benefits

Breastfeeding contributes to the
health of the environment in numer-
ous ways (55,56). Human milk is a
natural resource that is renewable

"with each pregnancy. It is produced

and delivered to the consumer with-
out using and wasting other re-
sources, and it creates no pollution. In
contrast to infant formula, human
milk does not require manufacturing,
packaging, shipping, disposing of con-
tainers, or extensive advertising. It
also conserves natural resources such
as fossil fuels. By delaying the return
of menses (57), breastfeeding sup-
presses fertility and increases birth
spacing, improving maternal and
child health while limiting population
growth.

May 2005 e Journal of the AMERICAN DIETETIC ASSOCIATION

BARRIERS TO BREASTFEEDING

Despite the many benefits of breast-
feeding, many women still choose not
to do so. The reasons include inade-
quate knowledge of the benefits of
breastfeeding (58), embarrassment
and social reticence (59,60), lack of
interest or negative perception of
breastfeeding (59,61,62), lack of sup-
port from partner and family mem-
bers (59,60,62), partner’s negative
perception of breastfeeding (63),
mother not breastfed as a child (63),
the need to work or go to school
(59,62), other family responsibilities
(59), perceived decrease in father-
child bond (59), and aggressive mar-
keting by infant formula companies
(64).

Although the majority of American
mothers initiate breastfeeding, less
than one third continue to breastfeed
at 6 months postpartum. Reasons for
early termination of breastfeeding in-
clude inconvenience (62), perceived
restriction of freedom and indepen-
dence (59), the need to work or go to
school (69), embarrassment and soci-
etal disapproval (59,60), discomfort
about breastfeeding in public (59,60),
short or unpaid maternity leave
(59,60), unsupportive work environ-
ment (59), lack of public and work-
place facilities to breastfeed comfort-
ably (59), early supplementation with
formula or other milk substitutes
(65), pacifier use (65), unsupportive
health care environment (65), incon-
sistent implementation of breast-
feeding promotion policies (66), and
limited availability of lactation con-
sultant services, especially after hos-
pital discharge (65). Providing sam-
ples of infant formula in physician
offices, in clinics, and on hospital dis-
charge promotes maternal-infant sep-
aration, undermines maternal confi-
dence, and contributes to early mixed
feedings that interfere and some-
times interrupt establishing an ade-
quate milk supply (63,64).

SPECIAL CONSIDERATIONS

The advantages of breastfeeding and
the use of human milk are particu-
larly salient for premature and low-
birth-weight infants. If these infants
are unable to nurse, the mother’s
milk can be administered through
various feeding routes, although for-
tification may be needed to achieve
adequate growth (21,67). Human
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milk has also been successfully used
with infants with cleft palate, cystic
fibrosis (with pancreatic enzyme re-
placement), Down syndrome, and in-
born errors of metabolism, especially

phenylketonuria (with careful supple- -

mentation of low-phenylalanine for-
mula) (21). In each of these situa-
tions, mothers need support from
health care providers to achieve and
maintain an adequate milk supply.
Health care providers should provide
anticipatory support and be alert to
early signs or symptoms of feeding
difficulties so that effective early in-
tervention can be initiated.

Despite the many benefits of
breastfeeding, there are some situa-
tions in which the infant should not
be breastfed. These include galac-
tosemia (6) and the infant whose
mother uses illegal drugs (68), has
active tuberculosis (6,69), is infected
with the human immunodeficiency vi-
rus (HIV), has acquired immunodefi-
ciency syndrome, or has other dis-
eases in which the immune system is
compromised (6,70). In countries with
a high prevalence of HIV/acquired im-
munodeficiency syndrome, the infant
mortality risks associated with not
breastfeeding may be greater than
the risk of acquiring HIV (71).

Medical advances have improved
the health outcomes of many preg-
nant women with chronic diseases
such as type 1 diabetes mellitus, sys-
temic lupus erythematosus, and hy-
pothyroidism. However, few data ex-
ist to provide guidance to these
women if they choose to breastfeed
(21). Guidelines are available regard-
ing the advisability of breastfeeding
in women with infectious diseases
and other maternal conditions (21).
The key to successful breastfeeding
for these women is the appropriate
choice of medications, treatments,
and lactation support from the early
prenatal to the postpartum period.

Most prescribed and over-the-
counter medications are safe for the
breastfed infant, and resources are
available to assist in evaluating the
safety of drug use in lactation
(21,68,72). However, there are a few
medications that mothers may need
to take that may make it necessary to
interrupt breastfeeding. They include
radioactive isotopes, antimetabolites,
cancer chemotherapy agents, lithium,
ergotamine, and a small number of
other medications (68). Breastfeeding

814  May 2005 Volume 105 Number §

mothers should be encouraged to dis-
cuss any use of prescription drugs,
over-the-counter drugs, and herbal
medications with their primary care
providers. Although herbal products
are widely used in the United States,
data are lacking about the safety of
their use during lactation.

With the exception of maternal
chemical poisoning, human milk re-
mains a safe feeding method for infants
and young children. Contamination of
breast milk with environmental pollut-
ants is a concern when mothers have
had specific exposure to heavy metals
or insecticides (73). In situations in
which maternal exposure and probabil-
ity of transfer in breast milk lipids are
determined to be significant, analysis
of milk is recommended, with decisions
regarding safety being made from esti-
mated average intake. Environmental
contaminants get into human milk
when mothers have had geographic, oc-
cupational, or accidental exposure. Di-
oxins produced during industrial pro-
cesses and organochlorine pesticides
and polychlorinated biphenyls are of
greatest concern because of their long
half-lives and their contribution to the
mother’s and infant’s overall body bur-
den of contaminants (74). Research
shows that the greatest risk period for
adverse effects from exposure i8 prena-
tally (75).

Breastfeeding mothers should be
encouraged to reduce their own expo-
sure to known chemical contami-
nants. For example, women who may
become pregnant, who are pregnant,
or who are breastfeeding should re-
duce their exposure to methylmer-
cury (76). Large bottom-dwelling fish
are the most common food source of
methylmercury, so the Food and Drug
Administration and the Environmen-
tal Protection Agency recommend the
following guidelines for eating fish:

e Avoid shark, swordfish, mackerel,
and tilefish.

¢ Eat up to 12 oz of other kinds of fish
every week, with a maximum of 6
oz of albacore (white) tuna per
week.

e Check local advisories about eating
locally caught fish. If no advice is
posted, limit intake of locally
caught fish to 6 oz per week and
consume no other fish in that same
week (77).

ROLE OF DIETETICS PROFESSIONALS IN
PROMOTING AND SUPPORTING
BREASTFEEDING

As experts in food and nutrition
throughout the life cycle, it is the re-
sponsibility of dietetics professionals
to promote and support breastfeeding
for its short-term and long-term
health benefits. The ADA emphasizes
the essential role of dietetics profes-
sionals in promoting breastfeeding as
the norm for infant feeding; support-
ing local, state, and national efforts to
increase breastfeeding initiation, du-
ration, and exclusivity rates; reduc-
ing individual, social, and institu-
tional barriers to breastfeeding; and
increasing access to lactation care
and services. The ADA recommends
the following strategies to promote
and support breastfeeding:

Counsel and Educats Prenatal and
Postpartum Women

¢ Recognize and respect that breast-
feeding is a personal decision. Ef--
fective educational strategies that
strike a balance of support and ed-
ucation result in informed decisions
about infant feeding, not guilt.

¢ Provide women with practical infor-
mation about breastfeeding that
addresses their specific questions
and concerns. This patient-centered
approach may help dietetics profes-
sionals identify breastfeeding prob-
lems early and prevent unneces-
sary or premature weaning.

¢ Target women who are less likely to
breastfeed (eg, racially and ethni-
cally diverse groups, low education
levels, adolescents) and counsel in a
culturally relevant and sensitive
manner. Adolescents need to hear
that breastfeeding strengthens the
bond with their infants.

¢ Identify mothers who are at risk for
early cessation. The first 6 weeks
are especially crucial. Predictors of
early cessation include education
level, working intentions, work-
place support, social support, and
previous breastfeeding experience
.

e Encourage overweight and obese

women to achieve a healthful
weight before pregnancy. Over-
weight and obese women who are
lactating may have a lower prolac-
tin response, which may result in
decreased milk production and
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Every facility providing matemity services and care for newbom infants should:
. Have a written breastfeeding policy that is routinely communicated to all heaith care staff.
. Train all heaith care staff in skills necessary to implement this policy.

. Inform all pregnant women about the benefits and management of breastfeeding.
Help mothers initiate breastfeeding within 1 hour of birth.

Show mothers how to breastfeed and how to maintain lactation, even if they are separated from their infants.
. Give newbom infants no food or drink other than breast milk, unless medically indicated.

Practice “rooming in"—allow mothers and infants to remaln together 24 hours a day.
. Encourage unrestricted breastfeeding.

. Give no artificial teats or pacifiers to breastfeeding infants.

. Foster the establishment of breastfeeding support groups and refer mothers to them on discharge from the hospital or clinic.

Figure 4. Ten steps to successful breastfeeding for hospitals. World Health Organization and United Nations Children’s Fund, 1989. Source:
reference (81) Baby Friendly USA, www.babyfriendlyusa.org.

early cessation of breastfeeding
(78).

e Provide appropriate and timely in-
formation on weaning. The decision
to wean should be based on the de-
sires and needs of each breastfeed-
ing dyad. Ideally, weaning should
be gradual and solid foods should be
offered based on the age and devel-
opmental stage of the child.

¢ Encourage women who are return-
ing to work or school to explore
their options for continuing to
breastfeed. Discuss on-site arrange-
ments to express and store milk for
later use. For women who cannot
pump or hand express on site, dis-
cuss how to supplement breastfeed-
ing with formula while apart and
breastfeed when with the infant.
Evaluate client education materials
and service delivery sites for prod-
uct bias. Changes should be made
to the counseling environment to
clearly communicate that breast-
feeding is the norm for infant
feeding.

Involve Family and Friends

o Identify support networks as early
in pregnancy as possible, and de-
velop programs and materials
aimed at partners, parents, and
grandparents.

¢ Include partners and grandmothers
in breastfeeding education and
counseling sessions. Support from a
woman’s partner and her mother
significantly increase her chances
of breastfeeding and continuing to
breastfeed. Partners need to learn
how to be part of a successful
breastfeeding family.

Enhance Professional Development

o Participate in continuing educa-
tion programs to keep up-to-date
with the art and science of lacta-
tion. Intensive courses in lactation
training and education are avail-
able through various organiza-
tions.

o Consider completing the require-
ments to obtain the voluntary cre-
dential (International Board Certi-
fied Lactation Consultant), through
the International Board of Lacta-
tion Consultant Examiners (79,80).

o Participate in continuing educa-
tion programs on cultural compe-
tence. The low prevalence of
breastfeeding among racial/ethnic
minority groups demands ongoing
training in cultural competence.
Dietetics professionals must ask
questions and invite dialogue to
identify and understand the spe-
cific barriers for a group, then de-
sign or refine services and mes-
sages to address those barriers.
Focusing on hands-on interven-
tions, skill building, and problem
solving can begin the process of
social change.

e Conduct critical internal reviews
of undergraduate and graduate di-
etetics training programs to en-
sure that nutrition and lactation,
lactation physiology, breastfeed-
ing management, and cultural
competence are incorporated into
curricula. This will ensure that di-
etetics professionals entering the
field understand the health impli-
cations of breastfeeding. There
also is a need to recruit more ra-
cially and ethnically diverse stu-
dents into dietetica training
programs.
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Initiate Institutional Change

o Initiate and create institutional
and organizational policies to re-
duce or eliminate institutional bias
(eg, hospitals, clinics) for infant for-
mula and incorporate appropriate
lactation promotion and support
policies in their place. Dietetics pro-
fessionals must present the breast-
fed infant as the standard against
which infants fed human milk sub-
stitutes are compared.

¢ Encourage hospitals and birthing
centers to adopt The Ten Steps to
Successful Breastfeeding for Hospi-
tals as outlined by the United Na-
tions Children’s Fund/World Health
Organization and promoted by Baby-
Friendly USA (81). (See Figure 4.)

Collaborate with Others Who Promote
Breastfeeding

¢ Participate in professional and vol-
unteer activities. Collaborative op-
portunities exist for ADA members
to work with the International Lac-
tation Consultant Association, La
Leche League International, Nurs-
ing Mothers’ Counsel, Healthy
Mothers Healthy Babies coalitions,
state and local WIC programs, the
National WIC Association, the Afri-
can American Breastfeeding Alli-
ance, and breastfeeding task forces
at all levels to promote and support
breastfeeding.

Initiate and Support Breastfeeding
Campaigns

s Work with pro-breastfeeding orga-
nizations to promote breastfeeding
as the social norm.

e Support extending the reach of
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breastfeeding promotion campaigns
to men, grandmothers, and adoles-
cent mothers.

o Initiate campaigns that promote
breastfeeding exclusivity and breast-
feeding beyond 6 months. Breast-
feeding is more than meeting the nu-
trition needs of young infants. It
offers health, physical, and psycho-
logical benefits to infants that influ-
ence health outcomes later in life.
Breastfeeding must be part of a
broader strategy to reduce existing
health disparities.

Advocate for Policy Change

e Support legislation to eliminate
barriers to breastfeeding. More
than half of the states have enacted
legislation to address breastfeeding
in public, on the job, and on jury
duty (82).

o Advocate for other policy changes
affecting a woman’s ability to con-
tinue breastfeeding, including
longer family leave, facilities for
child care and breastfeeding at the
worksite or nearby in the commu-
nity, paid lactation or milk expres-
sion breaks, flexible employment
arrangements, breastfeeding sup-
port personnel/lactation consulta-
tion, and third-party reimburse-
ment for lactation consultation and
management services.

¢ Encourage school boards to review
curriculum to ensure that breast-
feeding is presented as the norm in
texts, other resources, and class-
room discussion at elementary and
secondary schools. Dietetics profes-
sionals can volunteer to work with
curriculum committees and science
fair committees, and can guest lec-
ture in classes such as social stud-
ies, life management, and science.

o Advocate for adequate facilities and
breaks for mothers who are stu-
dents and those who are teachers.

Conduct Empirical Research

e Take the initiative to conduct em-
pirical research. Research is needed
on topics such as cultural influences
on infant feeding, social marketing
of breastfeeding, effectiveness of
breastfeeding promotion programs,
cost-effectiveness,  hospital/clinic
use rates, eliminating barriers to

extended breastfeeding, and nutri-
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ent needs for women and children
with special needs. Research should
be theory-based and have policy im-

plications.

studies

Larger-scale

with better designs are needed.

Develop and/or advocate for a con-

gistent definition of breastfeeding
in research studies to improve the
understanding of the benefits of ex-
clusive breastfeeding.

Support a national policy to track

breastfeeding trends using nonpro-
prietary data. Policies are also
needed to centralize national infant
and child morbidity and mortality
data.
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Breastfeeding stories in Wisconsin SVS 30

These stories have been collected for educational purposes. The women have shared these stories in
hopes that someday there will be a protected right to breasifeed and pump breastmilk for their babies.

JC Penney West, Madison, August 2006 — Alicia Butz
| was told by an employee that the bathrooms are a more appropriate place to breastfeed.

Dane County YMCA East, Madison, July 2006 — Jessica Grant

Last summer at the YMCA a friend and | were watching our older boys play at Jack Splash and were nursing our babies.
A lifeguard came up to us and said, "It's OK to do that here, you just need to cover up." We were too surprised

to say anything, so we tried to cover up as best we could. | went back later to talk with the Aquatic Director about their
policy on breast feeding. We were basically told that their policy is what the lifequard said. It's OK to nurse but you need
to be "discreet” because the Y is a family place. It's terribly ironic that this business sees breastfeeding as not compatible
with family activities when | was there with my family. It was a good thing that my child was done nursing, because she
wouldn’t have nursed in the heat while covered up.

Victoria’s Secret, Burlington, June 22, 2006 — Rebecca Cook

| was shopping at a Victoria's Secret on June 22, 2006 with a friend, | couldn't find anything that | liked, and my friend was
shopping around their fragrance section when my daughter got restless. There weren't any benches outside of the store,
so | went to the back to find a dressing room (so | wouldn't have to go in search of a place to sit down.) | asked the
attendant for one to nurse my baby and she said they were all full. There was enough room in the area where you wait for
a dressing room that | just said I'd settle down on the floor and nurse her there, that I'm not shy. Another one of the
women working there said, "No, you'll need to use the restroom,"” and proceeded to unlock the employee bathroom. |
firmly said, "No! | don't eat in the restroom. She's not going to eat in the restroom!” At that moment, a woman came out
of a dressing room, so | went into it. While | was in the dressing room, the employees were standing outside of my door
talking about how they were in the middle of their biggest sale and needed to get people in and out of dressing rooms as
quickly as possible (to each other, not to me.) Their talking was distracting my daughter, so we left.

| called the manager to complain that one of the employees asked me to go to the bathroom to nurse and she said, "Well,
she was probably concerned that a patron would be offended at the sight of your breast." After that, | told the woman that
their models and mannequins show more flesh than the average nursing mom, and that it's inappropriate to ask a nursing
mother to use the restroom, and if a patron complains, they can politely tell them to look the other way. | then called the
corporate customer service line, and the customer service rep said that they don't allow people to try on clothing in the
middle of the sales floor, and that's why they wouldn't allow me to nurse on the sales floor.

After telling my story on mothering.com, another woman in Boston was harassed at a Victoria's Secret the very next day.
We helped organize a modest nationwide nurse-in at Victoria's Secret and generate a bit of media attention about the

problem.

Limited Too, Mayfair Mall, Milwaukee, April 2006 — Carrie Bondioli

My 11-year-old daughter received some clothing from her aunt that didn't fit. We decided to exchange them at the Limited
Too store where the clothing was originally purchased. My daughter went into the dressing room, and as my sister-in-law
and | sat on some nice oversized chairs nearby, my nursling decided it was time for lunch. No one seemed to notice. My
older daughter came out and she and my sister-in-law went to the back of the store to deal with the exchanges while |
finished up. Suddenly a store clerk in her early 20's approached and said, "Ma’am, could | ask you to nurse in a fitting
room?"

| looked in the room which had a tiny three legged stool and decided “no” to the uncomfortable accommodations.

She then replied, "Well, this is a little girl's store and that is gross.”

To this | responded, "What better way then, to show girls that ‘breast is best’ for their babies?"

The clerk attempted again, "But could you just go?"

After my nursling finished up about a minute later, we all left the store. What really hit me was that this store encourages
girls to be sexy prematurely, when they are still too young to know what kind of messages they are sending. Breasts are
already being portrayed as sexual objects, not means of nurturance. The act of nursing my daughter is more offensive to
the general public than fastening messages on a young girl's butt to call attention to passersby, or selling thong-styled,
lacy underwear for a 10-year-old. The fact that she used the word "gross” to describe an innate human behavior that has
existed for women and babies since the beginning of time really says something about the current ideas and philosophies



of our society. | can think of all kinds of things that are "gross," like commercializing and marketing sex to preteens and
detaching girls from the natural powers of their bodies.

UW Medical Foundation, Madison, March 31, 2006 — Fran Weintraub, MD, FAAP

| had computer training for 8 hours in a UW Medical foundation administration type of building. | asked the woman at the
front desk where | could pump and she directed me to a shower stall within the bathroom. 1 told her it was not acceptable
to pump in a restroom and made a tiny bit of fuss. Later she said they could find an empty conference room but by then |
had called my husband to bring the baby for me to nurse.

WPS, Madison, January 2006 — Anonymous

| was told that I'm only allowed to use the unisex bathroom at work to pump. | think it's disgusting that | have to pump in
there. There needs to be incentives for employers to set up something, anything, better than a bathroom for women to
pump in.

St. Aloysius Church, Sauk City, Winter 2005 — Mary Fabian

We moved here from Minnesota in 2001. In the past 5 years, | have experienced more harassment for my breastfeeding
in America's Dairyland than | ever did in The Land of 10,000 lakes! You'd think with all the dairy farmers, breastfeeding
would be more accepted in this state. It's not! Our homeschooling group was attending a daily Mass, on a weekly basis
(Thursday mornings) and several of the Moms in the group were breastfeeding children. The Pastor contacted me after
Mass one day to tell me that he had received several complaints about the "breastfeeding during Mass" being very
distracting and was it possible to feed our children before we came to Mass instead. | explained to him that there are
LOTS of distractions during Mass that are far more irreverent (cell phones going off, immodest dress, etc.) Getting up to
leave Mass to nurse our children and then coming back in would be more distracting than simply quietly nursing during
the Mass itself. | also pointed out that The Blessed Virgin Mary nursed Jesus for at least 2 years! Nothing officially
happened...except we all felt uncomfortable nursing our children from that point forward. This incident took place in the
winter of 2005.

East Towne Mall, Madison, July 2005 — Karissa Andrews

When my baby was just 3 weeks old, | was harassed at the East Towne mall by an employee that told me to leave, cover
up, and that she had alerted security. Two security officers circled around me, intimidating me until | finally decided to go .
nurse him in my hot van. It was a horrible experience no one should ever have to endure.

Neenah Public Pool, June 2005 -- Amy Weinsheim

When Lola was just 5 weeks old, | was at the Neenah Public Pool with my entire family. | was fully clothed (skirt & t-
shirt...NOT in a bathing suit) sitting on a chaise lounge in a corner of the deck nursing my infant when a lifeguard
approached and asked me to please "do that" someplace else because this is a family pool. She asked me 3 times and 3
times | told her very pleasantly that | would not leave as | was there with my family. The pool manager then came over (a
large man, quite overweight). He repeatedly told me that this was a family pool and everyone could tell what | was doing
and they wanted me to do it someplace else...why couldn't | go in the bathroom to "do that". He stood within a couple
inches of me with his arms folded looking down and even with my husband there would not leave me alone. After several
minutes of him staring at me | said | was not going to be bullied into leaving and he finally left. After | was done nursing, |
asked him how to get a refund for my season pass as | could not believe the way | had been treated and he ran out of the
office blocking the door and yelled at me. | made a formal complaint to the City and contacted La Leche League and the
ACLU. Unfortunately, nobody was willing to do more than tell me that this happens a lot. The Park & Rec dept. Manager
eventually contacted me via e-mail to say she was sorry | had been offended and that they would do some education with
their staff. Thankfully, | was not a brand new mother and had the backbone to stand up to this. It was the very first time |
had ever been approached while nursing one of my children and | still get upset when | think about it. Both of those staff
people should have been reprimanded and, at the very least, | should have received a formal apology from both of them.

Manawa, 2005 — Chris Solheim

| had a negative NIP experience at my child's daycare center. | was told | could not nurse in my child's classroom and
would have to go elsewhere. The staff break room. This is after | had nursed in my older son in his classropm for months
when the center had another director. "People weren't comfortable.” "Other children might see your breast.”" Any child
that had been there for more than 18 months would have already seen me nurse my older son.

I'm getting all worked up again this again (this was over a year ago). To make a long story short a compromise was
worked out although 1 did it only because | had no other childcare readily available and my older son was very happy
there. I'm so glad that we are not there anymore.



UW Hospital, Madison, September 2004 — Anonymous

| was not allowed to pump at work. | only got a one hour break while at work for 9 hours. | needed to pump more than
just once in order to supply my 3 month old baby with enough breastmilk while | was away from him. However, my
supervisor would not allow me to split up my break time in order to pump more than once in order to keep up my supply of
milk. | was only able to pump 2-4 oz/per time and my baby was taking 6-8 oz./day while | was away. This was terribly
frustrating for me since | wanted to exclusively breastfeed my son.

Lakeside Nursing Home, Chippewa Falls, November 2004 — Christa Emberts

| was in Lakeside nursing home in Chippewa Falls, WI. My baby and | were nursing discreetly when the supervisor of that
floor approached me and asked me not to nurse in any vicinity where food was. Although | quietly

obliged, | assured her that Wisconsin law stated that where | was allowed to be, my baby was allowed to nurse (even
though I'm not sure if that was true, | wanted her to know that she was in the wrong, but | complied anyway).

Dane County YMCA, 2004 — Lisa Yeager

| was kicked out of the YMCA pool for breastfeeding Nick about 2 years ago. | was told that | shouldn’t expose myself in
an area where young children were swimming. She said it would be more appropriate to do so in the change rooms and
cover with a shawl. Then when | gave her some (polite) backchat ie: " this is ridiculous...," the manager on duty cornered
me on the way out as well. She said there was to be no eating or drinking in the pool area and that included
breastfeeding Nick!

Waukesha/Hartland County, Fall 2003 — Kristin Sanden

| volunteered to help reshelve books in my children's school library when my youngest was a few months old. | thought
this would be a nice way to help out with my baby rocked to sleep in a sling while | reached up and down to put books
away. Sometimes my baby did need to nurse and | either stopped to nurse her in a chair or continued to nurse her in the
sling. It did work well and | enjoyed the quiet time as | worked in the library when there were no classes in there.
Occasionally a student came in to return a book; otherwise the only other person there was the library assistant. After a
few weeks, | got a call from the head librarian asking me not to nurse my baby in the library. She stated she was
supportive of breastfeeding and nursed her own babies, but that it wasn't appropriate in the school when children were
around. She said she was concerned that she was going to start getting a bunch of calls from concerned parents. She
suggested | nurse in the bathroom if needed (aren't there children in there?) or leave the baby at home. | did attempt to
discuss counter-arguments and admitted that | might not have been as discrete as |I-normally would be since the library
was typically empty, but | eventually decided to stop volunteering as the damage was already done and it wasn't worth the
fight. | was surprised at my reaction which was of a sense of shame and a feeling that | did something "naughty”. I felt like
a kid getting reprimanded by a teacher. | was upset that | had to chose between my baby’s needs and my desire (and
what | felt was my responsibility) to help in my children's school. It was even more surprising that nursing was considered
"taboo" in a supposedly child-centered institution.

Princeton Club East, Madison, July 2003 — Alicia Butz

| was feeding my daughter when an employee came up to me to tell me that a member had complained and the Princeton
Club would like me to leave. | said that | needed to feed my daughter. He then told me that breastfeeding was disgusting
and should only be done in the bathrooms. | told him | was staying and that if he'd like to throw me out, | needed to see
the manager. | was not thrown out, but had been reduced to tears. | later found out that this experience was not
uncommon at the club.

YMCA, Oshkosh, Nov/Dec. 2002 — Maggie Payne

A teacher had breastfed her children in a sling for years while she taught her class. No one had ever commented that she
knew of. She was relatively certain that most folks didn't even know she was breastfeeding. The YMCA acquired a new
female director who happened upon her class one day. Upon seeing the baby in the sling and breastfeeding she
suspended the teacher for inappropriate behavior in a classroom and made a blanket policy that children of an instructor
could not be present during a class even if the child was participating in the class as a member. All instructors’ children,
no matter what age, must either be left at home or put in drop off care. This policy then was extended to include anyone
breastfeeding in the YMCA. The new policy read that breastfeeding must be done in the facilities provided for such
activities, i.e. the family changing room...back to feeding in the bathroom. This policy did not include bottlefed babies, just
those that are breastfed.

American Family Insurance, Madison, November 2002 — Anonymous

The pump in the lactation room at work was broken and | wanted to have my partner bring my child into work to nurse. |
was told that because there was a no visitors policy that my child could not briefly breastfeed to help keep up my supply.
My son is 13 weeks old and I'm not allowed to breastfeed at work. | just didn't know what to do with this situation.
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The United States Breastfeeding

Committee composed of
representatives from health
professional associations

and relevant government
departments and non-governmental
organizations developed the

following Strategic Plan.

2 }\_S:h STRATEOIC PLAN

he Health Resources and Services

Administration’s Maternal and
Child Health Bureau has a long
history of protecting, promoting
and supporting breastfeeding in the
United States. A landmark activity
was the Surgeon General's Workshop
in 1984, which identified six major
areas for the breastfeeding initiative:

+ Improve professional education in
human lactation and breastfeeding;

¢ Develop public education and
promotion efforts;

+ Strengthen the support for breast-
feeding in the health care system;

* Develop a broad range of support
services in the community;

» Initiate a national breastfeeding
promotion effort directed at working
women; and

+ Expand research on human lactation

and data collection on breastfeeding.

Over the years there have been
numerous other significant events
that have culminated with the
establishment of the United States
Breastfeeding Committee in 1998.
This committee, composed of repre-
sentatives from health professional
associations and relevant government

departments and non-governmental
organizations, developed the follow-
ing Strategic Plan. Through this plan
we will hopefully see the recommen-
dations from the Surgeon General's
Workshop on Breastfeeding and
Human Lactation fully implemented.

The timing of this Strategic Plan is
fortuitous as the Surgeon General
has released the HHS Blueprint

for Action on Breastfeeding. The
Blueprint is a comprehensive frame-
work for increasing breastfeeding and
for promoting optimal breastfeeding
practices. Linking the Blueprint

with the Strategic Plan of the U.S.
Breastfeeding Committee provides a
synergistic approach that will benefit
America’s mothers and children.

We thank our partners, especially
those at the Centers for Disease
Control and Prevention’s Maternal
and Child Nutrition Branch, who
have supported us in this momentous
effort, and we look forward to our
continued collaboration as we work
together to implement this Strategic
Plan for Protecting, Promoting, and

- Supporting Breastfeeding in the

United States.

Peter C. Van Dyck, M.D., M.P.H.
Associate Administrator for Maternal
and Child Health



introduction

the development of the Strategic Plan, Protecting, Promoting and
Supporting Breastfeeding in the United States, was one of four objectives
developed by the National Breastfeeding Leadership Roundtable, the organi-
zational precursor to the United States Breastfeeding Committee. Starting

in 19995, a small group of breastfeeding advocates met to discuss the need
for coordination of breastfeeding activities in the U.S. After conducting an
intensive needs assessment, the National Alliance for Breastfeeding Advocacy
(NABA) was formed to address needs not being met by organizations,
government agencies or individuals. NABA convened the first National
Breastfeeding Leadership Roundtable (NBLR) in January 1996 to determine

if another organization was needed to move breastfeeding forward in this
country. Working on the international model, the formation of this committee,
if successful, would satisfy one of the four operational targets set forth by
the 1990 Innocenti Declaration. This was to establish a multi-sectoral
national breastfeeding committee composed of representatives from

relevant government departments, non-governmental organizations,

and health professional associations in every country.

It was agreed at that meeting of nineteen breastfeeding leaders to do four
things. First, to support ongoing breastfeeding projects in the U.S. Second,

to develop a strategic plan for breastfeeding in the U.S. Third, to formalize
NBLR into the U.S. Breastfeeding Committee (USBC). And finally, to establish
the organization of the USBC and its leadership, the NBLR continued to
meet twice a year and in January 1998 voted to declare itself, with the
encouragement of Assistant Surgeon General Dr. Audrey Nora, the

United States Breastfeeding Committee.

The USBC is a collaborative partnership of organizations. The mission of
the committee is to protect, promote and support breastfeeding in the U.S.
The USBC exists to assure the rightful place of breastfeeding in society. To
these ends, the USBC, supported by the Maternal and Child Health Bureau,
developed this Strategic Plan for breastfeeding in the United States.

Starting in 1995, a small group of
breastfeeding advocates met to
discuss the need for coordination of

breastfeeding activities in the U.S.

B
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Breastfeeding in the
United States: Strategic Plan

Since the Surgeon General's Workshop in 1984, much has happened

to advance the protection, promotion and support of breastfeeding for
U.S. families. These efforts include the American Academy of Pediatrics 1997
policy statement, Breastfeeding and the Use of Human Milk, the introduction
of the Maloney Bill in 1998, the Maternal and Child Health State Performance
Measures, the 1998 National Breastfeeding Policy Conference and, facilitated
by the National Alliance for Breastfeeding Advocacy, the establishment of
the United States Breastfeeding Committee (USBC).

The policy recommendations from the National Breastfeeding Policy
Conference, held in Washington, D.C. in November of 1998, provided

a framework for setting a national policy agenda to protect, promote and
support breastfeeding well into the 21st century. The mandate from this
conference transferred the policy agenda to the USBC. The Federal
Government, through the Health Resources and Services Administration’s
Maternal and Child Health Bureau, asked the committee to provide a
strategic plan to implement this policy agenda.

The formation of the USBC is among the most salient and distinguishing features
of the progress that has occurred in the breastfeeding community since 1984.

It satisfies one of the four operational targets set forth by the 1990 Innocenti
Declaration which was to establish a multi-sectoral national breastfeeding
committee composed of representatives from relevant government departments,
non-governmental organizations, and health professional associations.

The health of our Nation is one of our most important resources.
Breastfeeding, a relatively basic, simple, and cost-effective measure, can

have a significant impact on establishing the foundation for a lifetime of
optimal health and can result in reduced health care spending. In recognition
of this, the USBC has developed this strategic plan for breastfeeding in the
United States.



To improve the Nation's health by
working collaboratively to protect,
promote, and support breastfeeding.
] ® ] 1 ]
IMISSIOnN | viSion

In order to achieve optimal health,
enhance child development, promote
knowledgeable and effective parent-
ing, support women in breastfeeding,
and make optimal use of resources,
we envision breastfeeding as the
norm for infant and child feeding

throughout the U.S.
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coals | objectives

Accomplishing our mission requires setting forth concrete

and challenging goals. These revolve around improvement
in breastfeeding initiation and duration, reduction and
removal of barriers to breastfeeding, equitable access to
lactation care and services, and portrayal and acceptance
of breastfeeding as the cultural norm for infant and child
feeding. The overarching breastfeeding goal of Healthy
People 2010 is a 75 percent initiation rate, a 50 percent
continuation rate to 6 months, and a 25 percent rate at

1 year. To that end, we recommend the following:

6|Lgl:swmuucm



ASSURE ACCESS TO COMPREHENSIVE, CURRENT, AND CULTURALLY APPROPRIATE
-» LACTATION CARE AND SERVICES FOR ALL WOMEN, CHILDREN AND FAMILIES.

GOAL STATEMENT:

All U.S. mothers should have the opportunity to breastfeed their infants and all infants
should have the opportunity to be breastfed. By ensuring access to comprehensive, inter-
disciplinary, culturally appropriate lactation and breastfeeding care and services from pre-
conception through weaning, all women will be empowered to breastfeed their infants
exclusively for about 6 months and continue through the first year of life and beyond
while introducing appropriate weaning foods.

OBJECTIVE A: Identify and disseminate evidence-based best practices and
policies throughout the health care system.

STRATEGY 1: Develop a single overall national breastfeeding policy statement grounded
on a foundation of evidence-based practice. The statement will be culturally appropriate,
aim to eliminate disparities in care, and include all babies whether full term or preterm,
healthy or sick.

ACTIVITIES:

a) Fund and convene a national breastfeeding subcommittee to draft an
evidence-based U.S. breastfeeding policy statement that will be submitted
to member organizations for universal adoption.

b) Encourage institutions including third party payers, hospitals, health care
agencies, health professional organizations and others to adopt these policies.

c¢) Encourage health professional associations, institutions, organizations and
agencies to develop and implement practice guidelines congruent with
the U.S. breastfeeding policy statement.

d) Disseminate the policy statement to the general public and governmental
agencies through governmental and non-governmental channels using the
media, Internet sites, newsletters, bulletins, electronic mailing lists,
meetings, and conferences.

STRATEGY 2: Ensure that every facility providing maternity services will offer effective,
evidence-based breastfeeding care.

LS): STRATEGIC PLAN [ 7



ACTIVITIES:

a) Encourage the USBC member organizations to promote best hospital practices to their
members such as those identified in the WHO/UNICEF Baby-Friendly Hospital Initiative.

b) Encourage the U.S. Department of Health and Human Services [DHHS] to issue a statement
urging all maternity care facilities to provide effective, evidence based breastfeeding
practices such as those identifled in the WHO/UNICEF Baby-Friendly Hospital Initiative.

¢) Encourage the utilization of measurable breastfeeding outcomes for facilities providing
maternity services and encourage health care accrediting agencies to include these
outcomes in their evaluation.

d) Inform hospital administrators, members of Congress, health management companies
and third party payers about the best maternity practices such as those identified in the
Baby-Friendly Hospital Initiative. 4

OBJECTIVE B: Educate all health care providers and payers regarding appropriate breastfeeding
and lactation support.

STRATEGY 1: Establish minimum competency-based standards of breastfeeding knowledge and
skills for all maternal-child health care providers.

ACTIVITIES:

a) Urge organizations responsible for accreditation of health professional education
programs to require the use of relevant competency-based curricula on breastfeeding
and lactation management.

b) Ensure the development and dissemination of competencies and
competency-based lactation management curricula for use in the training
and education of health professionals.

c) Urge private, state and national licensure and certification agencies to include questions
regarding breastfeeding protection, promotion and support on their examinations.

STRATEGY 2: Encourage health care plans and other provider organizations to educate their
providers, administrators, managers, and consumers about the importance of breastfeeding as
part of an overall preventive health strategy.

ACTIVITIES:
a) Support the expansion of continuing education (e.g., CME, CEU and CERP) and
staff development programs pertaining to breastfeeding issues.
b) Foster the integration of breastfeeding education and services into conferences,
meetings, and written literature that are accessed by top levels of management
companies and hospital administrators.

OBJECTIVE C: Ensure that all women have access to appropriate breastfeeding support within
the family and/or community.

STRATEGY 1: Comprehensive and seamless lactation support programs will be encouraged
between hospitals and communities.
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ACTIVITIES:

a) Ensure that all women have access to skilled lactation care.

b) Facilitate the formation of mother-to-mother support groups and breastfeeding peer-
counselor programs to help eliminate disparities in breastfeeding initiation and duration.

¢) Ensure that all women have access to referral services, “hot lines” and “warm lines”
as needed.

d) Develop and disseminate a valid and reliable community assessment tool that
identifies referral services.

STRATEGY 2: Encourage third party health care payers to adequately reimburse
for lactation and breastfeeding services and medically advised equipment.

ACTIVITIES:
a) Create a task force to study the health care spending costs, employer costs, and family
costs of breastfeeding and not breastfeeding.
b) Encourage federally funded programs and all other third party payers to pay for
breastfeeding equipment when medically advised.

OBJECTIVE D: Ensure the routine collection and coordination of breastfeeding data by
federal, state, and local government and other organizations and foster additional research
on breastfeeding.

STRATEGY 1: Collect timely breastfeeding initiation and duration data through existing and
new channels.

ACTIVITIES:

‘a) Encourage the federal government to explore and implement the collection of ongoing
statistics of breastfeeding initiation, continuation, and exclusivity through survey,
surveillance systems and program statistics.

b) Encourage federal funding for breastfeeding surveillance at both Federal and State levels.

c) Encourage all states to participate in breastfeeding data collection.

d) Encourage development of incentives for participation in data collection.

e) Propose and promulgate breastfeeding data elements for Health plan Employer Data
Information Systems (HEDIS) and Consumer Assessment of Health Plans (CAHPS)
including measurement for special and high-risk populations such as preterm infants.

STRATEGY 2: Encourage funding for clinical, epidemiological, programmatic, and other research
on breastfeeding and human lactation.

ACTIVITIES:

a) Contact governmental and private funding agencies, and encourage funding of
breastfeeding research.

b) Encourage the inclusion of evidence-based breastfeeding practices into databases
such as the Cochrane database. ‘

c) Encourage the expansion of breastfeeding research to encompass issues such as program
effectiveness, cost/benefit analysis, and emerging medical concerns.

d) Convene a technical meeting on the cost-benefit of breastfeeding and the cost
of artificial feeding.
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All U.S. mothers should

have the opportunity to

breastfeed [

their infants

and all infants should have

the opportunity to be breastfed.
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ENSURE THAT BREASTFEEDING IS RECOGNIZED AS THE NORMAL AND PREFERRED
METHOD OF FEEDING INFANTS AND YOUNG CHILDREN.

GOAL STATEMENT:

Breastfeeding should become the normative method of infant and young child feeding
and should be woven into the foundation of society and family life.

OBJECTIVE A: Develop a positive and desirable image of breastfeeding for the
American public.

STRATEGY 1: Develop and implement a national comprehensive and coordinated
marketing program which portrays breastfeeding as normal, desirable and achievable.

ACTIVITIES:

a)

e)

i)
i
k)

)

Conduct breastfeeding marketing research that is independent of formula
company marketing research to provide data for a national breastfeeding campaign.
Secure adequate funding for a national breastfeeding promotion campaign.

Enlist the support of the National Ad Council or similar organizations to design
a national campaign that creates positive breastfeeding images and eliminates
the bottle as a symbol of infancy.

Target specific populations for marketing, including but not limited to health care
providers, hospitals, third party payers, business leaders, government, labor and
education agencies, private sector labor organizations, women'’s groups, social
welfare organizations, religious groups, judicial systems, and consumer groups.
Develop white papers on selected breastfeeding topics for routine distribution
to members of Congress and policy makers. :

Expand the Breastfeeding Media Watch to encompass all States and territories,
and catalog acceptable and unacceptable breastfeeding images that appear in all
forms of the media. Respond to both positive and negative publicity with issue
letters and white papers.

Provide the Federal Trade Commission and the Federal Communications
Commission with guidelines and recommendations for acceptable advertising.
Encourage publication of articles in advertising and trade journals that suggest
ways to portray breastfeeding in a positive light and ways to eliminate bottles

as the representative symbol of infancy.

Establish a unified project to promote and recognize businesses supportive of
breastfeeding mothers and families.

Designate a Presidential (or Surgeon General's) Award program for a variety of
breastfeeding support programs.

Expand and financially support a rapid response system for both public relations
and damage control.

Establish and fund a national breastfeeding web site of the USBC with frequent
updating for the media to access for correct breastfeeding information and
hyperlinks to all member organizations.
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m) Establish a speakers bureau of breastfeeding experts and market this bureau to
appropriate audiences.

STRATEGY 2: Develop and implement an educational curriculum relating to breastfeeding
as the normal and preferred method of feeding infants and young children that is age
appropriate for pre-Kindergarten through grade 12.

ACTIVITIES:

a) Collect and review samples of existing curricula from around the country for
different age groups.

b) Develop a national curriculum in consultation with the U.S. Department of
Education and educational experts.

c) Disseminate the curriculum to all State and territorial departments of education,
national teachers’ groups, parent-teacher associations, and media services
invalved with children’s education.

d) Develop and implement a training program that will facilitate the use of
the curriculum.

OBJECTIVE B: Reduce the barriers to breastfeeding posed by the marketing of breastmilk
substitutes.

STRATEGY 1: Encourage the implementation of the International Code of Marketing of
Breastmilk Substitutes.

ACTIVITIES:

a) Form a multidisciplinary task force to explore the implementation of the
International Code of Marketing of Breastmilk Substitutes (The Code) and all
relevant WHO and UNICEF resolutions. Include marketing experts, lobbying
experts, attorneys, and congressional staff on this task force.

b) Gather systematic data on the state of The Code in the U.S. and publish and
disseminate a report.

c) Target education related to The Code (including the report mentioned above)
to professional organizations, legislators, non-governmental organizations, the
general public, the business community, hospitals, attorneys, and national
women'’s organizations.

d) Adapt the International Code language and documentation to fit the U.S.
legal system. '

e) Create a panel to monitor and enforce The Code within the U.S.
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ENSURE THAT ALL FEDERAL, STATE, AND LOCAL LAWS RELATING

" TO CHILD WELFARE AND FAMILY LAW RECOGNIZE AND SUPPORT THE
IMPORTANCE AND PRACTICE OF BREASTFEEDING.

GOAL STATEMENT:

Lawmakers and policymakers will recognize breastfeeding as vital to the health, social
and economic well-being of women, children, and families.

OBJECTIVE A: Ensure that all lawmakers and government officials at Federal, State,
and local levels are aware of the importance of protecting, promoting, and supporting
breastfeeding.

STRATEGY 1: Inform lawmakers and governmental officials to consider breastfeeding
when addressing any policy or practice that has an impact on women or children.

ACTIVITIES: ,

a) Identify breastfeeding issues that require action by lawmakers.

b) Identify and train breastfeeding advocates to inform lawmakers.

c) Develop legislative fact sheets for government and non-government
agencies, especially those involved with underserved and special populations.

d) Establish a database of legislation, policies, regulations, and legal precedents
with implications for breastfeeding.

e) Establish liaisons with the American Bar Association and other legal
organizations and law schools to educate and work with attorneys and
judges in supporting breastfeeding.
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GOAL IV

INCREASE PROTECTION, PROMOTION AND SUPPORT FOR BREASTFEEDING
MOTHERS IN THE WORK FORCE.

GOAL STATEMENT:

Every woman, regardless of her employment status, will have the opportunity to breastfeed and/
or provide breast milk to her child. Breastfeeding will be protected, promoted, and supported in
the workplace through political, sociocultural, economic, and legal means in a way that protects
family health and economic viability.

OBJECTIVE A: The rights of women in the workplace will be recognized in public and
private sectors.

STRATEGY 1: Raise awareness in both the public and private sectors about the need to establish
the rights of breastfeeding women in the workplace.

ACTIVITIES:

a) Create and disseminate an overview of labor laws, regulations, gender equity issues, policies,
agency declarations, or statements (e.g., Occupational Safety and Health Administration)
where breastfeeding should be addressed.

b) Educate the public about the legal rights of breastfeeding mothers, whether in the formal
or informal workplace, paid or unpaid, through print, radio, and televised and electronic
media in broad circulation.

OBJECTIVE B: Ensure that all mothers are able to seamlessly integrate breastfeeding
and employment.

STRATEGY 1: Codify policy, legislation, and regulations that will enable parents to have flexibility
in adapting their work schedules and employment arrangements for at least one year after birth
to facilitate breastfeeding and/or the provision of breastmilk to their child.

ACTIVITIES:

a) Convene a Technical Advisory Group to explore paid maternity leave, implementation of
the recommendations of the International Labor Organization (ILO) conventions, the Family
Medical Leave Act, and other pertinent legislation regarding employment.

b) Develop and maintain relationships with key legislators in order to provide information
that will enable them to initiate and support legislation related to breastfeeding and
the workplace.

¢) Devise and disseminate education and outreach activities individualized for business
and labor groups.
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d) Introduce into the employment arena existing recommendations including proceedings
from ILO Conventions of 1919 and 1952, the Surgeon General's Workshop, the Quezon
City Declaration, Healthy People 2010, Call to Action-Maternal and Child Health
Inter-Organizational Nutrition Group (MCHING), Beijing Platform for Action, the
Innocenti Declaration, and the National Breastfeeding Policy Meeting.

e) Ensure representation for breastfeeding at conferences related to women in the Workplace
such as AFL-CIO Working Woman 2000.

f) Ensure representation at policy development meetings related to women in the workplace.

g Incorporate breastfeeding into the Civil Rights Act, Pregnancy Discrimination Act, and
other Federal regulations and legislation where appropriate.

h) Incorporate breastfeeding into State-based legal protections for working women.

STRATEGY 2: Increase the number of work site environments that are modified or adapted to be
supportive of breastfeeding employees.

ACTIVITIES:

a) Encourage employers through education and outreach to offer a variety of flexible work
programs such as earned time, part-time, job sharing, graduated return to work, flex time,
compressed work week, telecommuting, and onsite childcare.

b) Identify and showcase demonstration projects, successful models, or better practices for
breastfeeding in the workplace.

¢) Conduct research at local, state, or national levels to determine the needs of all mothers
returning to work.

d) Encourage employers to conduct needs assessments of their breastfeeding employees or
employees of reproductive age, and develop programs supportive of the breastfeeding mother.

e) Create innovative situational models for different types of work settings relative to time,
space, and the breastfeeding needs of the work force.

f) Educate the workforce on the economic costs of artificial feeding in the workmg
community according to work site needs.
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The United States Breastfeeding
Committee, Inc. is comprised of

Governmental, Educational and

Not-For-Profit organizations that

share the common mission of
protecting promoting and supporting

breastfeeding in the United States.

member organizations

Academy of Breastfeeding Medicine

Academy for Educational Development

American Academy of Pediatrics

American College of Nurse Midwives

American College of Obstetricians and Gynecologists

American College of Osteopathic Pediatricians

American College of Preventive Medicine

American Public Health Association

Assoication of State and Territorial Public Health Nutrition Directors
Association of Women's Health, Obstetrics and Neonatal Nurses
Baby-Friendly USA

Best Start Social Marketing

Centers for Disease Control/Maternal and Child Nutrition Branch
Center on Budget and Policy Priorities

Coalition for Improving Maternity Services

Department of Health and Human Services/Food and Drug Administration

Department of Health and Human Services/Health Resources Services
Administration/Maternal and Child Health Bureau

Healthy Children 2000

Human Milk Banking Association of North America
International Board of Lactation Consultant Examiners
International Lactation Consultant Association

Keck School of Medicine, University of Southern California
La Leche League International

Lamaze International

Morgan State University

National Alliance for Breastfeeding Advocacy

NABA
Research, Education and Legal

National Association of Pediatric Nurse Associates and Practitioners
National Association of WIC Directors

National Commission on Donor Milk Banking

National Healthy Mothers, Healthy Babies Coalition

Office on Women's Health, Department of Health and Human Services
United States Department of Agriculture/Food and Nutrition Services/WIC
University of California Los Angeles School of Public Health

University of Rochester, School of Medicine and Dentistry

Wellstart International

Women's International Public Health Network
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\Assur, access to comprehenswe current, and
culturally appropriate 1actat10n care and services for

, GOAI. IV ,
Increase protect1on promotlon and
fc ‘bpeastfeedlng miothers in the work force.
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United States Breastfeeding Committee
2025 M Street, NW, Suite 800
Washington, DC 20036
Phone: 202.367.1132 « Fax: 202.367.2132
E-mail: office@usbreastfeeding.org




